Introduction
In this article, the Clinical Effectiveness Unit (CEU) provides an overview of the enquiries received in their first year of operation, from September 2002 to August 2003. An illustrative response to one frequently asked question (FAQ) , namely the use of progestogen-only emergency contraception (POEC) by women taking liver enzymeinducers, is given at the end of this overview. All CEU enquiry responses will soon be accessible via a searchable facility on the Faculty of Family Planning and Reproductive Health Care (FFPRHC) website.
By the end of August 2003 the CEU had responded to 300 enquiries. The majority (70%) of these were received by e-mail, 19% by telephone, 10% by post and 1% by fax. Figure 1 summarises the topic areas covered by these enquiries.
The largest category of enquiries, 'all methods' (60 enquiries), included questions about contraceptive choices for women with specific clinical conditions or syndromes.
The 'intrauterine devices' category included questions on protocols for insertion and removal, efficacy of different devices, and the suitability of this method for women with specific clinical conditions. Questions on testing for Chlamydia trachomatis prior to insertion and on the relevance of actinomyces-like organisms on cervical smears of intrauterine contraceptive device users were answered individually and have also been addressed in the CEU Guidance document 'The copper intrauterine device as long-term contraception'. 1 Within the 'combined pills' category, clinicians sought advice on the risks of venous thromboembolism and breast cancer, on different doses of combined oral contraception, and on drug interactions. A common enquiry topic was combined contraceptive use by women taking antiepileptic liver enzyme-inducers. This topic was covered in a previously published illustrative response. 2 The two most common topics within the 'depot injectables' category related to 'late injections' and to the effects of long-term use on bone mineral density. Our responses on late depot medroxyprogesterone acetate (DMPA) injections were based on guidance in the World Health Organization (WHO) Selected Practice Recommendations for Contraceptive Use. 3 A response on the effects of DMPA on bone mineral density has been published as an illustrative FAQ. 4 Within the 'services' category, members asked for guidance on cervical smears, including the role of the pelvic examination, and accuracy of different screening techniques. Fifteen enquiries related to 'progestogen-only emergency contraception'. The new, approved regimen of a single 1.5 mg dose taken within 72 hours of unprotected sexual intercourse featured in many responses and in our formal CEU Guidance on 'Emergency contraception'. 5 Several members were unsure about the application of this new regimen for women using liver enzyme-inducers. To clarify this issue, the CEU provides a response to this FAQ here. Enquiry topics on the 'etonogestrel implant' included duration of use in women with a high body mass index.
The CEU answered multiple enquiries on the following topics: the relationship between hormone replacement therapy and breast cancer; the reliability of gonadotrophin measurements in diagnosis of the menopause; the risk of venous thromboembolism with all forms of progestogenonly contraceptives and with pills containing cyproterone acetate; the risks of the spermicide, nonoxynol-9; and efficacy of the progestogen-only pill in women weighing >70 kg. The CEU has published a response to this latter FAQ. 6 Isolated enquiries were received on the CEU Guidance document 'Contraceptive choices for women with inflammatory bowel disease', 7 on the efficacy of new contraceptive products such as the desogestrel-only pill, and on sterilisation and vasectomy.
The CEU also received 43 miscellaneous queries, which are not included in this summary of the members' enquiry service. These included requests for information on ongoing clinical trials, new product details, audit standards, medicolegal advice, and access to CEU publications or presentations. Table 1 summarises the 10 most common topic areas of questions asked during the CEU's first year in operation. The CEU has provided answers to most of these FAQs in previous illustrative responses or in their Guidance documents. 
FROM THE CLINICAL EFFECTIVENESS UNIT (CEU)

Summary of response
The CEU recommends that, in routine practice, POEC can be administered as two tablets taken together (1.5 mg levonorgestrel), which should be taken as soon as possible, and within 72 hours of unprotected sex or potential contraceptive failure. There is no evidence available regarding use of POEC in women using liver enzymeinducers; currently, a consensus opinion is that such women should take one additional tablet (0.75 mg levonorgestrel) 12 hours later.
Evidence-based medicine question (which guided our literature search strategy) Population: Women taking liver enzyme-inducers. Intervention: Progestogen-only emergency contraception. Outcome: Efficacy of the regimen.
Information sources
The CEU searched the sources listed in Table 2 in developing this Member's Enquiry Response.
Evidence reviewed
Existing FFRPHC Guidance. The CEU Guidance on 'Emergency contraception' (April 2003) 5 updated previous Faculty Guidance. 8 The dose of POEC should be increased by 50% for women using liver enzyme-inducers. 9 Alternatively women should consider using a copper intrauterine device which is unaffected by liver enzymeinducers. 8 The CEU recommended that for women using liver enzyme-inducers, two tablets (i.e. 1.5 mg) of levonorgestrel should be taken as soon as possible and within 72 hours of unprotected sex. This should be followed by one tablet (0.75 mg) of levonorgestrel 12 hours later. This advice is supported by the Scottish Intercollegiate Guidelines Network in a Guideline on the diagnosis and management of epilepsy in adults, 9 by advice in the current edition of the British National Formulary 10 and Guidance from the Department of Health. 11 This advice is, however, based on non-analytical studies, expert opinion and data extrapolated from higher quality studies. There are no data on the optimal dose and timing of POEC in women using liver enzyme-inducers.
MEDLINE and EMBASE.
A large, randomised, controlled trial, conducted by the WHO 12 found that a single 1.5 mg dose of levonorgestrel was equivalent to the divided regimen of 0.75 mg taken 12 hours apart in women not using liver enzyme-inducers. Although equivalence cannot be demonstrated with absolute certainty, these data from the WHO trial provided sufficient evidence to support a change to the product licence for Levonelle ® and Levonelle-2 ® (Schering Health Care). The Medicines and Healthcare products Regulatory Agency granted a change to the product licence in October 2003, which allows POEC to be given as a single 1.5 mg dose in routine practice. 13 Although the WHO data supported a single dose (1.5 mg) of levonorgestrel in routine practice, no evidence was identified regarding the use of POEC by women taking liver enzyme-inducers. Currently there is no evidence to support a single regimen of three tablets (i.e. 2.25 mg) of levonorgestrel for women taking liver enzyme-inducers. Although this regimen may seem logical, there is no evidence to support it at this time or to predict the side effects, such as nausea or vomiting, which may occur. Until more evidence is available, the recommendation for POEC use by women taking liver enzyme-inducers has not changed.
Disclaimer
The advice given in this Member's Enquiry Response has been prepared by the FFPRHC Clinical Effectiveness Unit team. It is based on a structured search and review of published evidence available at the date of preparation. The advice given here should be considered as guidance only. Adherence to it will not ensure a successful outcome in every case and it may not include all acceptable methods of care aimed at the same results. This response has been prepared as a service to FFPRHC members, but is not an official Faculty Guidance product; Faculty Guidance is produced by a different and lengthier process. It is not intended to be construed or to serve as a standard of medical care. Such standards are determined on the basis of all clinical data available for an individual case and are subject to change as scientific knowledge advances. Members are welcome to reproduce this Response by photocopying or other means, in order to share the information with colleagues. injections. 3 The effects of long-term DMPA use on bone mineral density. 4 The risk of vaginal ulceration and sexually transmitted infections with condoms lubricated with nonoxynol-9. 5 Efficacy of the single 1.5 mg dose of progestogen-only emergency contraception for women taking liver enzyme-inducers. 6 Follow-up of women using different contraceptives. 7 Testing for Chlamydia trachomatis prior to intrauterine device (IUD) insertion. 8 Relevance of actinomyces-like organisms on cervical smears of women with IUDs or prior to IUD insertion. 9 The risks of venous thromboembolism (VTE) in women using progestogen-only contraception. 10 The risk of VTE in women using pills containing cyproterone acetate. The aim of this research was to identify the prevalence rate of domestic abuse experienced by women accessing a family planning clinic (FPC).
From the CEU
Method
The Wirral Ethics Committee granted ethical approval and the research commenced in May 2002. All women attending the FPC at the district general hospital were invited to participate. There were no exclusions. Any accompanying partner (male or female) was surreptitiously removed to ensure the woman's and the researcher's safety. Following verbal consent, a self-administered questionnaire was completed in private to ensure a noncoercive response.
Quantitative data collection was achieved using an anonymous self-administered questionnaire, the Abuse Assessment Screen (AAS). 4 The Nursing Research Consortium on Violence and Abuse developed the AAS. It uses five closed questions to assess past and recent history of abuse and the nature of the abuse. The reliability of the AAS has been demonstrated to be equivalent to the Conflict Tactic Scale. 5 The AAS was supplemented to enable the collection of demographic data. The right to refuse was upheld and women were assured that this would not alter the care they received. The number of refusals was recorded.
